nothing of any consequence. He thought the case showed how much shock depended upon the anaesthetic.
Mr. Barrow therefore contended that the abdomino-perineal operation associated with colostomy was the safest and most satisfactory operation so far attempted for this disease.
Mr. SAMPSON HANDLEY showed two patients from whom the cancer specimens shown at the meeting were removed. The first was a man who was operated upon on December 1, 1910. He was a leadworker, and the operation was done by combined method, with removal of the anus and its muscles, and the man had now a permanent colostomy opening. It was acting about twice a day. This was a lateral colotomy. He stabbed through the abdominal wall, so as to make only a small opening, a method which obviated subsequent weakness and bulging of the colostomy scar. The other patient was a lady upon whom excision of the rectum was done two years ago. She was now very well, and was able to travel about; in fact, she had since been to the Continent several times. The bowels were opened once or twice a day. Mr. Handley continued as follows:
Mr. Harrison Cripps and Mr. Swinford Edwards consider that it is sufficient in rectal cancer to remove the growth as seen by the naked eye, together with an inch margin of the apparently healthy mucosa above and below. That is to say, they perform an operation which would suggest itself by the light of Nature to a surgeon entirely unacquainted with the pathology of carcinoma. Years ago a similar operation was habitually done in the case of breast cancer; the growth was excised from the breast, and the axillary glands were left untouched. It is strange to remember that as late as 1887, when Banks advocated the routine removal of the glands in breast cancer before the Harveian Society,1 only a single speaker supported him.
Step by step, as pathological knowledge has increased, the scope of the operation has gradually widened in some directions and restricted itself in others, until the modern operation for breast cancer described by Mr. Edwards with equal vigour and inaccuracy as " removing all but the ribs and crippling the patient for life," has established itself. And at each step of this progress there has been a marked improvement in results, so that local recurrence in the field of operation is now a rare event, and functional disability is practically absent.
In the operative treatment of rectal carcinoma we may anticipate Lancet, 1887, i, p. 627.
with confidence a siimilar process of evolution. The necessity of removing a considerable length of bowel is shown not only by my own researches, but by the clinical results of Mr. Swinford Edwards, which are exactly in accordance with my observations. In all his cases of recurrence, with one exception, the growth returned locally at the level of the bowel section. It would be difficult to bring forward a stronger argument for the removal of an increased length of bowel both above and below. Mr. Harrison Cripps argues that my observations on the spread of rectal cancer must be incorrect, because recurrence when it takes place involves only a small area at the site of operation. He implied that if permeation is so extensive the obvious recurrence must be equally extensive. To this I would reply that I have seen a primary sigmoid growth extending along the wall of the bowel nearly to the splenic flexure. I show a specimen of rectal cancer with an isolated oval patch of secondary growth extending up the bowel 3 in. above the upper border of the primary growth. As a rule, however, the obvious recurrence is very local for two reasons, first because permeation is a slow process which only produces naked-eye phenomena after a considerable period. It is only in those regions where permeation has been long present, that is to say, in the region close to the primary growth, that naked-eye recurrence is to be expected. Secondly, the area of the obvious recurrence is reduced by shortening of the affected length of bowel owing to contraction of the growth in a longitudinal direction. To remove an adequate length of bowel, to control haemorrhage at the beginning of the operation, and above all for the careful removal with visual aid of the fat and glands of the ineso-rectum, the perineal and sacral operations must be replaced by the abdoininoperineal methods.
The attempt to preserve the natural anus by bringing down the cut end of the sigmoid leads, as Continental experience has shown, to a largely increased operation mortality. Moreover, it involves the risk of recurrence in the anal region, a calamity which took place in the last case I operated upon by the perineal method. For these reasons, speaking generally, I advocate an operation on the lines described last year by Mr. Miles, and I believe his recent paper will lead to a great advance in the treatment of rectal cancer in this country. I have myself practised a similar operation for two years, and in three cases. All of these are living and have no signs of recurrence. Had the operation been the dangerous adventure depicted by Mr. Harrison Cripps I can hardly believe that fortune would allow me an initial sequence of successes. Goullioud has published a series of eleven cases in women, all of whom recovered.
It is necessary to recognize that the radical abdomino-perineal operation is a severe one, and that its mortality is higher in men than in women. In old or feeble patients of either sex, but more especially in men, I should still employ a limited perineal operation if the growth were situated low down, or should content myself with a colotomy.
Mr. Harrison Cripps has stated in reference to a case of mine operated upon by the combined method, that according to my own statement I had done a perfectly useless operation because, on examining the specimen, I found evidence of permeation of the bowel as far as the line of section. I am quite ready to admit that I failed to attain the surgical ideal of complete removal, but my operation secured a better approximation to it than the limited operation which Mr. Cripps advocates, and in that way I believe that I minimized, so far as was possible in that particular case, the chance of recurrence.
Surgeons often claim far too much credit for their successes in dealing with cancer. An absolutely clean removal of every cancer-cell present in the body is probably a rare event. Freedom from recurrence is common because natural processes of cure destroy or inhibit the few remaining cancer-cells. These facts explain the not inconsiderable amount of success attainable by very incomplete operations. They in no way justify the abandonment of the surgical ideal of complete removal, for experience has shown, more especially in breast cancer, that the more extensive operations, if guided by pathological knowledge, produce greatly improved resultg. The ideal may be unattainable, but the struggle to reach it finds its full reward. Mr. Harrison Cripps's results have been attained by a very rigid selection of cases. I gather that only in one case in every three or four seen by him does he advise excision. The vast majority are left not only with their disease, but often, I presume, with the colotomy opening which Mr. Cripps so much deprecates in his criticism of Mr. Miles's and my own methods. One advantage of the combined methods is that they widen the limit of operability and enable us to aim more often at cure instead of merely at palliation. If the perineal method is applicable only to one case in four of rectal cancer, surely it cannot be the ultimate resource of surgery. It is the duty of surgeons, in dealing with rectal cancer, to advance along the lines laid down by pathology so far as they are able without subjecting the patient to undue risk.
It is, of course, to be much regretted that a reasonably safe, and at the same an adequate, operation can only be done at the price of a colostomy opening. But the disability, though real, is not inconsistent with a normal life of work and social intercourse. The methods which aim at a restoration of the normal function of the anus are only successful in a small percentage of cases. The ideal result of these cases is dearly bought at the cost of many operative fatalities, or at the cost of preventible recurrences. Other cases remain with a permanent sacral anus, or suffer from incontinence or stricture. If the surgery of rectal cancer is to advance, the ideal of restoring anal function must be abandoned as inconsistent with the other and far more important ideal of complete and safe removal of the disease on the lines laid down by pathology.
It must, however, be admitted that the pathology of rectal cancer is not yet fully worked out. For some years I have been endeavouring Permeation of the mucous lymphatic plexus in rectal cancer (case of J. S., patient shown at the meeting). The figure shows, in its upper part, the deeper portion of a number of normal crypts of Lieberkuhn. Between these and the muscularis mucosm, which is seen at the bottom of the figure, are a number of irregular, darkly stained, vacuolated cancer-cells, which are marked black in the attached key-diagram. The section was taken from a point considerably above the growth, where the rectum appeared normal to ordinary naked-eye and histological examination. Section stained by hsematoxylin and muci-carmine.
(Photo x 180, by Mr. R. W. Annison.) to trace the spread of cancer of the rectum, and until recently without success. Owing to the proneness of the carcinoma cells to mucoid degeneration and the consequent difficulty of recognizing them in microscopic sections, about two years ago it occurred to me to employ mucicarmine, a specific stain for mucus, and by the aid of this stain I thought I was able to demonstrate the spread of permeation along the mucous lymphatic plexus of the bowel a distance of 6 in. from the primary growth. Mr. Cripps has no doubt that I was mistaken. I am able to-night to demonstrate another case showing similar appearances extending to a distance of 4 in. from the obvious or naked-eye edge of the growth. It rests with Mr. Cripps to explain what these appearances are, if they are not those of permeation of the mucous lymphatic plexus by cancer-cells. I have been unable to find anything similar in a small series of normal rectums. Though an occasional isolated element may take on the muci-carmine stain, nothing can be seen in the normal bowel in the least comparable to the small groups of sharply defined mucoid cells, irregular in size and shape, which may occur at frequent intervals in the cancerous rectum to a variable distance from the macroscopic edge of the growth in the plane of the mucous lymphatic plexus. Beyond a certain point they cease to be visible, and that point is, in my opinion, the true microscopic growing edge of a rectal carcinoma, within which the surgeon's knife must not willingly intrude.
The PRESIDENT (Mr. Rickman J. Godlee) asked Mr. Handley at what distance from the original growth the last section shown was taken. Also how far from the original growth had he found cancerous cells ?
Mr. SAMPSON HANDLEY, replying to the President, said the section was taken from fairly near the growth because, wishing to demonstrate the process clearly, he took one of the best fields he could. In one case he had found scattered foci 6 in. from the growth, and in a second case 4 in. away.
Mr. F. C. WALLIS said that during the last ten years the surgery of the rectum had made great progress and this was more particularly the case in other countries. But in this country also in the last few years a much more intelligent interest had been taken in this branch of surgery by practitioners at large, who more and more appreciated what a valuable asset a proper knowledge was of this subject and what before were looked upon as more or less mysteries were now treated in a rational manner, and thus the relief of pain for the patient was much earlier and of a more practical character. The first essential for good results was early diagnosis, and that could only be obtained by a proper examination being made at the earliest moment the symptoms were complained of, instead of the whole thing being shirked as long as possible by both practitioner and patient. This was a grave responsibility which rested with the practitioner, and it behoved those who had the opportunity of early examination to do this as early and as thoroughly as possible. If this was made a routine practice the diagnosis would be made much earlier, and so the results of the operation would be greatly improved. Before
